dysfunction (N = 463; OR = 2.50, 95%CI 1. 20-5.22). In midchildhood, neonatal hypoglycaemia was associated with neurodevelopmental impairment (N = 54; OR = 3.62, 95%CI 1. 05-12.42) and low literacy (N = 1395; OR = 2.04, 95%CI 1.20-3.47) and numeracy (N = 1395; OR = 2.04, 95%CI 1. 21-3.44). No data were available for adolescents. Most evidence was of low quality.
Background: Assessment of academic achievement is increasingly important in paediatric research, especially for perinatal studies where the aim is to prevent cognitive impairment. However, optimal methods for assessing academic achievement are not known. Our aim was to compare teachers' global assessment of student performance with curriculumbased testing.
Methods: Sub-study in the CHYLD longitudinal cohort of children born at risk of neonatal hypoglycaemia. At 9-10 years, children underwent computerised curriculum-based tests of mathematics and reading (asTTle) and performance was rated as being below, at or above that expected on the national curriculum for year and term of schooling. Teachers similarly rated the child's performance against the national curriculum.
Results: Of 125 children assessed, 104 had paired data for analysis. On asTTLe, 28% were rated below, 55% at and 17% above the expected curriculum level in reading, and 24%, 54% and 22%, respectively, in mathematics. Equivalent teacher ratings were 23%, 58% and 19% in reading and 36%, 55% and 9% in mathematics. There was limited agreement between asTTle and teacher rating of achievement in reading (kappa coefficient [95%CI], 0.23 [0.07, 0.40] ) and no significant agreement in mathematics (0.07 [-0.09,0.22] ). Agreement was not influenced by child sex or teacher familiarity of the student. Only 45% of children performing below the curriculum level on asTTle in reading and 52% in mathematics, were rated as being below by teachers.
Conclusions: For assessment of academic achievement, teacher assessment is not equivalent to curriculum-based measures. Thus, in cohort studies teacher ratings cannot substitute for standardised educational testing. Background: Preterm infants in NICU are often placed prone to improve respiratory function. Clinical guidelines recommend preterm infants are slept supine at >32 weeks of postmentrual age. However, neonatal respiratory disease is related to gestational and postnatal age rather than postmentrual age. We investigated the effects of sleep position on bradycardias and desaturations in preterm infants, in relation to gestational and postnatal age, taking into account the sleep states.
Methods: Twenty-three extremely preterm (24-28 weeks' gestation) and 33 very preterm (29-34 weeks' gestation) infants were studied weekly until discharge, in prone and supine positions, in active (AS) and quiet sleep (QS). Episodes of bradycardia (heart rate ≤ 100 bpm) and desaturation (arterial oxygen saturation, SaO 2 ≤ 80%) were analysed. Two-way RM ANOVA assessed the effect of sleep position/state at each postnatal week. Mixed-model analysis assessed overall effects of sleep position/state with postnatal age.
Results: In extremely preterm infants, bradycardias were overall more frequent in supine than prone, and in AS than QS. Desaturations were more frequent and longer when supine during weeks 1, 2 and 6, but were not affected by sleep state. In contrast, in very preterm infants, bradycardia frequency was not affected by sleep position but was higher in AS. Desaturation frequency and duration were greater in supine only at week 3, and desaturation frequency was higher in AS during weeks 1-4.
Conclusions: In extremely preterm infants, the prone position is associated with less bradycardias and desaturations, whilst in very preterm infants, respiratory events are less affected by sleep position, but increased with AS. University of Sydney, Sydney, Australia Background: Abnormal body temperature is associated with increased morbidity and mortality in preterm infants. In 2014, a local audit at Westmead Hospital's NICU revealed 60% of very low birth weight infants had abnormal body temperature at admission. A clinical practice improvement programme was developed to improve the proportion of infants <32 weeks &/or <1500 g at birth having normothermia at admission.
NOT TOO HOT, NOT TOO COLD, JUST KEEP ME WARM! OUTCOMES FOLLOWING CHANGES IN THERMOREGULATION PRACTICE FOR PRETERM INFANTS ≤32 WEEKS GESTATION AND/OR VERY LOW BIRTH WEIGHT INFANTS (<1500 G)
Method: Key changes to thermoregulation practice included: improved anticipation and staff preparedness prior to delivery, wrapping infant in polyethylene sheet, use of a polyethylene lined bonnet to prevent evaporative heat loss, using servo mode on radiant warmer, providing continuous heat during transfer using shuttle transport system. Prospectively collected data were used for two epochs (epoch 1: January 2013-June 2015 and epoch 2: July 2015-December 2017).
Result: There were 282 and 286 infants in epoch 1 and epoch2 respectively with identical baseline characteristics. Statistically, significant improvements were observed in proportion of infants with normothermia (33% to 60%, P < 0.0001) including extremely preterm infants (38% to 60%, P = 0.0083) and in mean admission temperature (36.1 C to 36.5 C, P < 0.0001).
Conclusion:
We have demonstrated significant reduction in proportion of preterm infants with abnormal body temperature at admission following changes to thermoregulation practice at birth. With improved temperature control, significant improvement in short-term outcomes has been observed. For these shortterm outcomes, we acknowledge potential for bias based on other simultaneous changes in clinical practice. Methods: A mixed-methods study using structured interviews: parents were enrolled after being approached for deferred consent for ≥1 of 5 possible neonatal studies. Demographics and responses to closed and open-ended questions were collected. Thematic analysis was performed on free-text responses, and statistical analyses performed on quantitative data.
PARENTAL OPINION FOLLOWING DEFERRED CONSENT FOR NEONATAL RESEARCH
Results: One hundred interviews (deferred consent given in all cases) were conducted (62 mothers, 22 fathers, 16 both parents); 89% felt deferred consent was acceptable; 11% were 'unsure', 'unhappy' or thought the process 'could be improved'. Most concerns related to timing of consent approach, 2 concerns related to perceived loss of parental rights. Fifty-one per cent thought deferred consent was preferable to prospective consent in the neonatal setting, 24% would have preferred prospective consent, and 25% had no preference. Common themes were that a prospective approach under stressful conditions was overly burdensome, and could impair decision-making.
Conclusions: The majority of parents reported that deferred consent was an acceptable alternative to prospective consent for enrolment into neonatal trials in emergency settings. Parental preference for deferred consent centred on potential for decisionmaking under less stressful circumstances.
UMBILICAL CORD BLOOD CELLS DO NOT REDUCE VENTILATION INDUCED LUNG INJURY IN PRETERM LAMBS
Smith M 1 1
Hudson Institute of Medical Research
Background: Preterm infants have immature lungs at birth, and consequently, many require respiratory support to survive outside the womb, which causes lung inflammation and injury. Umbilical cord blood (UCB) contains five cell types that have been shown to reduce inflammation and injury and may be a promising treatment for ventilation induced lung injury (VILI). We aimed to determine whether UCB cells can reduce VILI in preterm lambs.
Methods: Fetal lambs at 126 (+/-1) days gestation underwent sterile surgery and were randomly allocated to one of three groups; controls, or 15 minutes of injurious ventilation that received either saline (VILI) or 80 million UCB cells (VILI CELLS) via the jugular vein 1 h after ventilation.
Lambs were returned to the uterus for 24 h, whereupon they were delivered and the lungs collected for histological and molecular assessment of inflammation and injury.
Results: VILI lead to increased immune cell infiltration (P = 0.0017), cellular proliferation (P = 0.0367), and tissue wall thickness (P = 0.0017) and significantly reduced secondary septal crests formation (P = 0.0247) compared to controls. UCB cells were unable to modulate these adverse effects of VILI. mRNA levels of inflammatory cytokines and early response genes were not different between any groups.
Conclusions: UCB cells administered 1 h after injurious ventilation did not reduce VILI. Further studies are required to examine the appropriate dose or timing of administration before UCBs should be considered as a therapy for preterm lung injury. Background: Based on a prior finding that reducing lung liquid volume increased pulmonary arterial (PA) blood flow and augmented right ventricular (RV) output and power while decreasing left atrial (LA) pressure, we tested the hypothesis that this perturbation produced global cardiovascular effects.
REDUCING LUNG LIQUID VOLUME INCREASES BIVENTRICULAR OUTPUTS AND SYSTEMIC ARTERIAL BLOOD FLOWS DESPITE DECREASED CARDIAC FILLING PRESSURES IN FETAL LAMBS
Methods: Ten anaesthetized fetal lambs were instrumented with 1) LA, right atrial (RA), aortic and pulmonary catheters, 2)
